P <0.001). The ROC analysis using the sum of PE+N5G+G9 predicted TRS with a sensitivity of 72.3%, and a specificity of 82.4%. In the outpatient sample, logistic regression analysis of the model P2+N5+G9 discriminated TRS with 69.3% accuracy (P <0.001 Background: The incidence of psychotic disorders varies between geographical areas and is associated with neighbourhood characteristics. However, the research to date has been mainly confined to Northern European and North American populations. This study will determine whether the incidence of first episode psychosis (FEP) is associated with neighbourhood characteristics, specifically social deprivation, unemployment, social fragmentation and social capital. Methods: This study was conducted at the Early Psychosis Prevention and Intervention Centre (EPPIC) which provides specialist treatment to all young people aged 15-24 diagnosed with a FEP residing in a defined geographical catchment area within western and northwestern Melbourne. Census data was used to code postcodes for neighbourhood characteristics and determine the at-risk population of people aged 15-24 living within the catchment area. Incidence rate ratios were calculated. Results: 527 young people treated for a FEP over a three-year period met inclusion criteria. This represents an annual incidence rate of 105.34 per 100,000 persons aged 15-24 per year. There was an increased incidence of FEP in neighbourhoods of greatest social deprivation (IRR=1.60, p=0.003), highest unemployment (IRR=1.67, p=0.001), least social capital (IRR=1.32, p=0.06) and above average social fragmentation (IRR=1.57, p=0.005). All these associations were stronger for non-affective psychoses and absent for affective psychoses. There was variation between sexes, with association only present for social fragmentation in women and social deprivation in men. Discussion: This study demonstrates that the incidence of psychotic disorders varies according to neighbourhood characteristics, with higher rates in neighbourhoods with higher inequality. Services in each area should be resourced appropriately to ensure that the expected incidence can be effectively managed.
S131. PERCEPTUAL ABNORMALITIES AND RELIGIOSITY IN ULTRA HIGH-RISK FOR PSYCHOSIS (UHR) INDIVIDUALS IN
Background: In the last decades, the ultra-high risk for psychosis (UHR) status has been studied to prevent people from developing full-blown psychosis.
To better understand this condition, and to better predict conversion, the relationship between UHR and several biological and environmental markers have been assessed. Nevertheless, most UHR studies come from developed countries, constituting a gap in the literature regarding culture-related environmental factors. This study aims to study religiosity, a peculiar cultural constituent of Latin-American societies, in populational samples of UHR individuals and controls from the city of Sao Paulo, Brazil. Methods: These are partial results from the cohort project SSAPP (Subclinical Symptoms and Prodromal Psychosis). Over 2500 individuals aged between 18 and 30 years were asked to participate in the research in a household survey. The Prodromal Questionnaire was used, a screening instrument for UHR constituted of 92 yes-or-no items divided into 4 domains; positive, negative, disorganization, and general symptoms. Those with 18 points or more in the positive subscale were asked to come to the Institute of Psychiatry to undergo blood testing, neuropsychological evaluation, to complete several self-filling questionnaires, and to undergo a clinical interview with an experienced psychiatrist with the SIPS (Structured Interview for Prodromal Syndromes). Functioning was assessed with the Global Assessment of Functioning (GAF), and religiosity was evaluated with the DUREL (Duke religiosity Index), which measures organizational and non-organizational religious activity, and intrinsic religiosity. Total sample for this study was constituted of 60 UHR individuals and 91 controls. The scores on the 5 positive symptoms items in the SIPS, the three religiosity dimensions, and the GAF were correlated, in controls and in UHR individuals. All variables had a non-normal distribution (Kruskal-Wallis p<0.001), so Spearman's test was used. Generalized linear model was used between the resulting significantly associated variables. SPSS 23 for Mac was used for the analysis. Results: Level of organizational and non-organizational religious activity did not differ between samples, but controls had significantly higher levels of intrinsic religiosity than UHR individuals (p=0.04). None of the religiosity measures were related to positive symptom items for controls. For UHR individuals, P4 (perceptual abnormalities) was positively related to organizational religiosity (p=0.001). GAF was not related to any P item in controls, but they inversely correlated to P4 (perceptual abnormalities, p=0.033) and P5 (disorganized communication, p=0.031) in UHR individuals. GAF was not correlated to religiosity, neither in UHR nor in controls. Generalized linear model using P4 as dependent variable and GAF and Organizational religiosity as independent variable showed that organizational religiosity determined P4 score rather than GAF. Discussion: Results indicate that a higher score on perceptual abnormalities was related to a higher attendance in churches/temples in UHR individuals in our sample. Our study sheds light to an important aspect of Latin American cultures, namely the relationship between exceptional experiences and religion in lay people. In developing countries with a lack of mental health services churches might act as important gatekeepers for UHR individuals. Since an expected inverted correlation between GAF and religiosity was not found, we might hypothesize that religion might have been used to cope with subclinical symptoms. Longitudinal data would be required to test this hypothesis. Background: In schizophrenia, a decline in cognitive functioning often precedes the onset of the first psychotic episode by many years. We have previously shown this to be the case for individuals with 22q11.2 deletion syndrome (22q11DS), a genetic variant associated with a 20-25% risk of developing schizophrenia. We also observed that, regardless of the subsequent development of psychosis, individuals with 22q11DS show, on average a modest decline in IQ between 8 and 24 years and that in those who develop a psychotic disorder this decline follows a steeper trajectory. The tendency for a modest cognitive decline may represent a cognitive phenotype that is specific to 22q11DS, and possibly, an endophenotype for schizophrenia in this population. In order to assess this, we constructed a normative chart for cognitive development over time in individuals with 22q11DS. Methods: We made use of the International Brain and Behavior Consortium on 22q11DS (IBBC) database that includes cross-sectional and longitudinal cognitive data from 1871 individuals with 22q11DS (mean age 15.7, SD 7.4, years; n = 330 (17.6%) with schizophrenia). All IQ measurements were obtained by qualified personnel using Wechsler tests, including WPPSI, WISC and WAIS, depending on the participants' ages. We used all available IQ data points obtained in the age range 6 -40 years to construct normative charts for Full Scale IQ (FSIQ), Verbal IQ (VIQ) and Performance IQ (PIQ), after a comprehensive quality control procedure to ensure reliable and comparable IQ data across all international sites. We used a polynomial regression model, similar to what is used in standardized international growth charts for height and weight, to create the normative chart. Results: The 4th order polynomial regression provided a good fit for the IQ data from our sample, allowing for the observed larger variability in very young age groups. On average, between the ages of 6 and 40 years, the 22q11DS population showed a gradual, modest decline in FSIQ, VIQ and PIQ. Consistent with our previous results, individuals who went on to develop schizophrenia showed a steeper decline, representing a deviation from their expected trajectory, than those who had no documented psychotic illness. Discussion: This study is, to our knowledge, the first to demonstrate that a normative chart for cognitive development through to adulthood can be reliably constructed for a genetically selected high-risk population. This normative chart can be readily applied both in clinical care and in research and may serve as an example for constructing similar normative charts in other high-risk groups and/or genetic disorders. Background: Childhood trauma (CT) is an established risk factor for the onset and development of psychotic experiences (PEs), with some evidence that interpersonal traumas being more strongly associated with risk of PEs than accidental injury or adversities such as parental divorce. However, it is not clear whether specific types of interpersonal trauma, such as emotional neglect or sexual abuse, are more strongly associated with risk of PEs than others, or whether there are critical or sensitive periods within which exposure to these carries the greatest risk. Methods: Our study aimed to extend this literature by comparing the presence of multiple exposures to identify the most important types of trauma exposure and examining the association of trauma exposure with PEs throughout childhood in a large sample. We investigated whether different trauma exposures at different points of development from 0-17 years old are associated with PEs in The Avon Longitudinal Study of Parents and Children (ALSPAC) birth cohort. The measures of different types of trauma (physical abuse, emotional abuse, bullying, domestic violence, sexual abuse, emotional neglect) at different time-points (0-5 years old, 5-11 years old, 11-17 years old) were derived from questions asked throughout the longitudinal study. PEs were assessed by the face-to-face, semi-structured, Psychosis-Like Symptoms interview (PLIKSi) at 18 years old. The primary outcome was suspected or definite psychotic experiences (PEs). Multivariable logistic regression was used to examine the effects of exposure to specific types of trauma, and of exposure to trauma across specific age periods, before and after adjusting for the presence of other traumatic exposures and for confounders, including measures of socioeconomic measures (parental income, maternal education, crowded living conditions at birth), sex, measures of parental mental health, parental drug use, parental trouble with the law, IQ and genetic risk for schizophrenia, bipolar disorder and major depressive disorder. The robustness of these findings will be explored by using penalised-regression and MI methods to test specific competing hypotheses and address potential bias due to missing data. Results: All trauma types exposed to between 0-17 years of age were strongly associated with PEs (adjusted ORs 1.64 -2.13). When controlling for the presence of other trauma exposures and confounders, exposure to domestic violence at 0-5 (adjusted OR 1.67, 95% CI 1.24 -2.26), bullying at 5-11 (adjusted OR 1.83, 95% CI 1.34, 2.48) and sexual abuse, emotional neglect and bullying at 11-17 (adjusted ORs 2.04 -2.39) were the traumas most strongly associated with PEs (p<.001). Whilst exposure to any trauma at each of the age-periods was associated with PEs (adjusted ORs 1.55-2.11), the strongest association was for exposure at ages 11-17 years. The cumulative risk of reporting multiple types trauma exposures at each time-point further increased the risk of reporting PEs. Adjusting for confounders did not alter the association between trauma exposures and PEs. Discussion: Previous studies have shown that different types of trauma during childhood increase the risk of PEs. Our results show that the association between trauma and PEs is not explained by a broad range of potential confounders, including genetic risk for schizophrenia, supporting a causal effect of trauma exposure on psychosis. Our findings do not support the presence of a critical period of risk, but indicate that exposure to trauma during any period of childhood or adolescent development increases risk of psychotic experiences. Background: People aged 65 and above have consistently been omitted from research on the epidemiology of psychotic disorders. Correspondingly, little is known about the incidence of very late-onset schizophrenia-like psychosis (VLOSLP). We aimed to characterise the incidence of VLOSLP in a Swedish population cohort, including how incidence varied by age, sex, migration, deprivation, traumatic life events, and social isolation.
S132. A NORMATIVE CHART FOR THE

S133. THE RELATIONSHIP BETWEEN EXPOSURE TO TRAUMA DURING CHILDHOOD AND ADOLESCENCE AND PSYCHOTIC EXPERIENCES AT 18 YEARS OLD IN A NON-CLINICAL POPULATION
S134. THE INCIDENCE OF PSYCHOSIS IN OLDER
Methods:
We conducted a Swedish population-based cohort study to examine the incidence of VLOSLP by potential environmental risk factors. The cohort, born in 1920-1949 and living in Sweden, were followed up from age 60 until the end of follow-up (30th December 2011), emigration, death, or diagnosis with a non-affective psychotic disorder. We used Cox regression to obtain hazard ratios and 95% confidence intervals for VLOSLP by age, sex, migration, disposable income at age 60, and the experience of the death of a partner or child, adjusting for potential confounders. Results: In a cohort of 2,955,796 people, we identified 14,825 cases with VLOSLP, with an overall incidence rate of 38.1 (95% CI: 37.5 -38.7) per 100,000 person-years at-risk. Rates were higher amongst migrants from North America (HR=1.4, 95% CI=1.0-1.9), Europe (HR=1.5, 95% CI=1.4-1.6), Russian-Baltic regions (HR=1.7, 95% CI=1.4-2) and Africa
